The role of embodiment within contemporary psychotherapy practice and its discussion are gathering momentum, and are part of a paradigm shift in psychotherapy in which theory and practice are being reformulated. Body Psychotherapy (BP) and Dance Movement Psychotherapy (DMP) are playing a leading role in these deliberations. Although these two professions have separate professional bodies, distinct theoretical grounding and clinical methodology, they both place enormous value on the central role of the body and its movement as indicators of relational problems, and as agents of therapeutic change. There are few authors comparing and contrasting Body Psychotherapy and Dance Movement Psychotherapy although they have much in common as they are both embodied, enactive psychotherapies. However, neither their overlaps in theory, methodology and some of their clinical practice nor their distinct character have been sufficiently delineated. This article elucidates some similarities and differences in fundamental assumptions, compares and contrasts definitions and terms, and considers common and contrasting theoretical perspectives, techniques and methods. It is expected that this will contribute to the on-going discussion of the articulation of core characteristics in both professions and will facilitate a better understanding and collaboration between them.
Introduction
This article highlights some distinguishing factors and parallels in Dance Movement Psychotherapy (DMP) and Body Psychotherapy (BP). It is inspired by papers such as Payne (2006a) who drew attention to literal marriages between dance movement psychotherapists and body psychotherapists, as a conscious, or at times unconscious, desire to bring the two disciplines together. It follows the discussion that began with Young and Pallaro (2008) who queried whether DMP is a form of psychotherapy or body psychotherapy. It also accords with Karkou and Sanderson (2006) and Zubala and Karkou (2014) who explored the similarities and differences between DMP and its affiliated disciplines of music therapy, art psychotherapy and dramatherapy. We argue that articulating professional boundaries as well as overlaps between DMP and BP may enable more integration within, and between, them without losing any of the uniqueness of each profession. This process is part of a wider move away from a silo effect in the field, or what Clarkson (1999) referred to as schoolism within the psychotherapies, where a training school claims uniqueness without reference to others working in comparable ways. The article is also timely as discussion on embodiment, a common theme in DMP and BP and part of the paradigm shift (Kuhn, 1970) currently taking place across different forms of psychotherapy (Schore, 2012) .
More specifically this article considers the broad aims of each psychotherapy, the terminology used, the context of clinical work, client populations, theoretical assumptions, and methodologies. A comparison of historic roots in Europe and research in the fields has been retained for future publications. It is worth noting that our reflections tend to emphasise UK preoccupations. However, since we work internationally, we believe that our analysis will also have relevance globally.
Definitions and Terms
Turning to definitions of BP and DMP statements from the European Association Dance Movement Therapy (EADMT) and the European Association for Body Psychotherapy (EABP) are a starting point:
Dance Movement Therapy can be described as the therapeutic use of movement aiming to further the emotional cognitive, physical, spiritual and social integration of the individual (EADMT, 2015, p.1) Directly or indirectly the body-psychotherapist works with the person as an essential embodiment of mental, emotional, social and spiritual life. He/she encourages both internal self-regulative processes and the accurate perception of external reality (EABP, 1991, p.1) These broad definitions for BP and DMP clearly demonstrate overlaps. Dance movement psychotherapists would probably recognise their own practice when reading the BP definition; likewise body psychotherapists would agree with the DMP definition to a great extent, but argue that they use different methodologies to achieve integration and wholeness, methodologies that do not draw so heavily on dynamic and interactive movement or other creative expressions.
Whilst we have chosen to employ the umbrella terms of DMP and BP, historically they have not been used universally. This lack of agreed terminology makes for confusion in the dialogue. Indeed, it may not be possible to write definitively about BP or DMP until there are internationally agreed terminologies and competencies for each psychotherapy. The authors' current understanding of the way the two fields are named is as follows.
DMP is the term widely used primarily in the UK since the field was renamed from dance movement therapy to dance movement psychotherapy in 2009 (ADMP, 2009). Dance movement therapy and dance therapy are terms commonly found in Europe (the former is the term formally adopted from the EADMT, while dance/movement therapy or dancemovement therapy are the two terms used in the USA and Australia respectively). Some practitioners also drop the word dance all together and talk about movement psychotherapy.
In 1991, the EABP adopted the term body psychotherapy to replace terms such as bodyoriented psychotherapy, body-centred psychotherapy, body-mind psychotherapy, and somatic psychotherapy. The USA Body Psychotherapy Association followed this nomenclature. Nevertheless the different terms abide, probably because they carry nuanced meaning for particular writers. Röhricht (2009) Furthermore, the pioneers of BP have developed their own forms of body psychotherapy and nomenclature adding to the confusion. These include, bioenergetics (Lowen, 1975) , core energetics (Pierrakos, 1987) , biodynamic psychology (Boyesen, 1980) , formative psychology (Keleman, 1985) , Hakomi (Kurtz, 1990) , biosynthesis (Boadella, 1987) , bodynamic (Marcher & Fich, 2010) , and Pesso-Boyden therapy (Pesso, 1969) . The next generation remain keen to have distinctive brand names such as the Chiron approach (Hartley, 2009 ) and sensorimotor psychotherapy (Ogden, Minton & Pain, 2006) . In tandem with this, there are some authors bringing together different forms of body psychotherapy (Heller, 2012; Westland, 2015a) . Interestingly generic thinking, inclusiveness and integration seems to invite the opposite that is identifying specialism and unique identity to seek particularity, and vice versa.
Both DMP and BP interface with therapies which may contribute to wellbeing, but are forms of psychotherapy falling outside the professional boundaries of the two professions. Other examples are functional relaxation (Schmidt, 200) , Body-Mind Centering ® (BainbridgeCohen, 2012), psychomotor therapy (Simon, 1929) are all therapeutic practices involving movement work. Some DMP practitioners may also be trained in them, but they are external to the DMP field (Karkou & Sanderson, 2006) . Likewise, body therapies, such as Alexander Technique, or cranio-sacral therapy are not aspects of body psychotherapy as these do not address psychological factors such as the unconscious, the therapeutic relationship, and transferential dynamics (Boening, Southwell & Westland, 2012; Eiden, 2002, Marlock and . Finally, "adding a theory of body psychology onto an existing training such as Cognitive Behavioural Therapy or Psychoanalysis does not make the practitioner a body psychotherapist" (Boening, Southwell & Westland, 2012, p. 4) .
Some Fundamental Assumptions
DMP and BP regard body and mind as inseparable and forming a functional unity (Laban & Lawrence, 1974; Levy, 1988; Reich, 1942 Reich, , 1949 Stanton-Jones, 1992) ; the term bodymind, first coined by Dychtwald (1986) , a Gestalt therapist, has emerged to reflect this (Totton, 2003) . Both disciplines agree that beliefs, thoughts and feelings are reflected in the body and affect gesture, posture, and breathing patterns, and that movement reflects aspects of our personality and history of relating (Keleman, 1985; Levy, 1988; Lowen, 1975; North, 1972; Ogden et al, 2006; Reich, 1942; Stanton-Jones, 1992 ).
BP and DMP honour subjective experiences such as physical sensations, embodied presence and relationship, as well as interventions which integrate and re-vitalise (Berrol, 1992 (Berrol, , 2006 Krantz, 2012; Nolan, 2012; Ogden et al., 2006; Payne, 2015; Rolef Ben-Shahar, 2014; Westland, 2015a) . Both professions accept that any physical changes in posture or autonomic nervous system activity will affect mood, perception, sensory experience, cognition and well-being (Carroll, 2009; Levy, 1988; Sletvold, 2014; Westland, 2015a; Payne 2015 Payne , 2016 Zubala & Karkou, 2014) .
Both recognize the importance of unconscious, and non-conscious dynamics 1 (early preverbal dynamics) and understand that access to the exploration of the unconscious and
1
The term nonconscious is used in neuroscience and psychology to denote processes experienced and observed in physical actions and feelings. These processes do not involve spoken language and symbolic thinking (Rustin, 2013) and are developed in early infancy preverbally (but not exclusively). "Implicit knowing is nonconscious" (Stern, 2004, p 116) . Implicit/procedural knowing is, however, potentially knowable and may become conscious through bringing attention to the feelings and physical movements (Stern, 2004, Beebe and Lachman, 2014) . This cluster of psychotherapy authors uses the term nonconscious to differentiate it from Freud's unconscious and unconscious repressed material. Heller (2012) also emphasises that a "nonconscious event....influences the periphery of out inner atmosphere, but not as something that can be grasped in an explicit way through introspection" (Heller, 2012, p. 354). nonconscious processes is through the body. The term nonconscious is used following Stern (2004) , Rustin (2013) , and .
Furthermore, in BP and DMP the psychotherapist attunes to the client's non-verbal and/or expressive movement (Westland, 2015a; Zubala & Karkou, 2014; Sletvold, 2014; Payne, 1992 Payne, , 2006b Carroll, 2009; Levy, 1988) to build the therapeutic alliance and achieve therapeutic change. In DMP, however, the emphasis is on improvised, creative, aesthetic and interpersonal engagement in movement.
Professional settings for practice in the UK
DMP and BP in the UK are part of psychotherapeutic services in the private and public sectors and both are accountable to a mixture of national statutory and approved voluntary regulatory frameworks. For various historical reasons, DMP and BP work contexts evolved differently however. Currently, BP is mostly associated with the private sector and longer term work whereas DMP practice is often in the public health sector.
Training programmes have differing recognition, DMP is usually University-based at Masters level whereas all but one BP training is in the private sector thus without academic recognition (unlike in the USA). Both disciplines however work with complex cases and have contributed to the literature. In BP, for example, anorexia (Sella, 2003) ; borderline personality disorder (Warnecke, 2009 ) and post-traumatic stress disorder/trauma (Heitzler, 2009; Ogden et al., 2006; Rothschild, 2000) . BP is also recognised for its in-depth work with stressful and traumatic pre-verbal development (early attachments disruptions) (Bentzen, 2015 , Kignel 2012 , Ogden & Fisher, 2015 .
In DMP, for example, the pre-verbal is also frequently focused upon within the field of trauma (Gray 2001 (Gray , 2002 Mills & Daniluk, 2002; Moore, 2006; Kornblum & Halsten, 2006; MacDonald, 2006; Singer, 2006; Koch & Harvey 2012) . Studies in the practice of DMP and eating disorders have been documented, see Kruger & Schofield (1986) ; Naitove (1986); Totenbier (1995); Lausberg, von Wietersheim and Feiereis (1996); and Pylvainen (2003) .
Furthermore, there are three Cochrane Systematic Reviews for DMP and schizophrenia (Ren & Xia 2013) , cancer care (Bradt, Shim & Goodill, 2015) , depression (Meekums, Karkou & Nelson, 2015) , and dementia (Karkou & Meekums, 2014) . (2004) embodied feelings and somatic marker hypothesis. There has been a steady flow of research on the psychosomatic properties of biological systems (for example, the sensory-motor system, autonomic nervous system, and immune system) demonstrating interconnectedness and continuity between internal body processes, cognitive processes, and external interpersonal meanings and influences. Varela et al (1993) have extended the discussion within phenomenology and cognitive neurosciences suggesting that Buddhist philosophy and meditation practices offer frameworks for "skilful and disciplined examination of experience" (p. xviii). Their observations have built pathways towards some forms of BP and DMP which have been by the same token influenced by Eastern psychology and mindfulness meditation practices (Aposhyan, 2004; Kurtz, 1990; Ogden et al, 2006; Weiss, Johanson, & Monda, 2015; Westland, 2015a) . Within DMP Payne (2016) , for example, describes mindful movement as bodymindfulness and many DMP practitioners draw heavily upon approaches to DMP such as authentic movement (Whitehouse, 1979) that is influenced by Jungian and Eastern thinking. These ideas and practices expand the discussion around embodiment beyond what phenomenology and current scientific discoveries can offer. Payne (2015 Payne ( , 2016 designed a model from elements of DMP and authentic movement termed The BodyMind Approach™ specifically for NHS patients in primary care experiencing persistent bodily sensory distress without a medical explanation (medically unexplained symptoms). Bodily symptoms for which physicians found no medical or hereditary cause were a focus for the early psychoanalytic movement such as Janet, (1889), Groddeck, (1983) and Ferenczi, (1952) . Although most of the psychoanalytic field came to undervalue this connection, these early advances in understanding connections between body, emotional and mental states, informed and supported BP and DMP in developing clinical theory and practice of embodiment dynamics. Staunton (2002) for example writes: the fundamental premise in body psychotherapy is that core beliefs are embodied, and that until we begin to experience the pain held in them directly through our bodies they will continue to run our lives, even if we mentally understand them (p.4).
Some important themes in DMP and BP

Embodiment
Furthermore, Fuchs (2003) describes his concept of embodied personality structure:
The shy, submissive attitude of a dependent person, her soft voice, childlike facial expression, her indulgence and anxiousness belong to an integrated pattern of expression and posture that is an essential part of the personality. Our basic attitudes, our typical reactions and relational patterns, in one word: our personality itself is based on the memory of the body. (ibid, p. 5) DMP and BP focus on different aspects of the client's body-in-process. DMP evolved around attention to movement and motility and continues to maintain a primary focus on improvised, spontaneous and symbolic movement in the therapeutic relationship. In contrast BP has historically maintained a particular focus on autonomic nervous system activity, breathing, and muscular armouring patterns for the regulation of emotions, energy and physiology and emphasizes the client's non-conscious movements. The body of the therapist has also become included in clinical perspectives (Rolef Ben-Shahar, 2014,
Warnecke 2011).
Overall there is a strong congruence between BP and DMP and the significance they give to embodied experiences in clinical practice, whether in embodied thoughts, feelings, sensations or imaginings. For both fields, body experiences are central and include discussion on:
 immediate body-in-process experiences,  body as the basis for reality testing,  body experiences as the pre-condition for the development of a sense of self,  body as the manifestation and symbolic representative of cultural and sociological identity,  body as symbol and metaphor,  body as memory,  body as a symptom-expression of psychological processes  body as a therapeutically utilizable instrument (Totton, 2003; Broom 2007; Koch & Fuchs 2011 ).
The Psychotherapeutic Relationship
Relationship is at the heart of any type of psychotherapy and for both BP and DMP the emphasis is upon embodied psychotherapeutic relationships (Totton 2015) , and often privileging non-verbal and relatively right brain to right brain interactions (Schore 2003a , 2003b , Marks-Tarlow, 2012 , alongside verbal interactions. BP and DMP also recognise the uniqueness of each psychotherapy process which is co-created by the therapeutic dyad. Here the client and therapist bring their personal histories, attachment patterns, life experiences, and projections, and for the DMP their movement. For both practices the therapist brings their training. The process is individual for each dyad or group.
Indeed, research on body psychotherapy concluded that what happens in the consulting room is highly complex and "cannot be reduced to one particular formula" (Hoskins, 2014, p. 44 ).
To add to this complexity, Karkou and Sanderson (2006) in their discussion of psychotherapeutic relationships within DMP observed that context-specific dance expands the dyadic psychotherapeutic relationship to a triangular relationship that not only supports what is happening between the psychotherapist and the client, but also encourages clients to engage with dance and movement as a third corner of the relationship. Body psychotherapists generally give less significance to relating through creative media and triangular "three-way relating" as described by art psychotherapist and Jungian analyst, Schaverien (1995) . This three-way-relating is not to be confused with thirdness as referred to in the psychoanalytic 'third'. However, the possibilities of triangular relationship have been recognised by body psychotherapist Westland (2015a) in terms of where attention is placed therapeutically and which particular relationship is in the foreground. Boadella (1992) has also contributed to this discussion.
BP and DMP are both familiar with a framework for thinking about therapeutic relationships as proposed by Clarkson (1994) . Although quite an old model, it provides common ground for discussion. Soth (1993) for example observed that Clarkson's five modes of relating describes spaces between client and therapist. Adapting Clarkson, Karkou and Sanderson (2006) , suggest that in DMP, I -thou relationships (Buber, 1958 ) may take the shape of an artistic affiliation where both psychotherapist and client co-create therapeutically meaningful movement material. This is facilitated through the active engagement of both client and psychotherapist. A mutual reflection on this engagement may also take place, with an emphasis of understanding the meaning of their co-created dance for the benefit of the client. Concepts such as empathetic attunement, kinaesthetic empathy and the associated method of mirroring are extensively discussed within DMP literature as core ingredients not only of a therapeutic alliance but also as a way of understanding and acknowledging the client (see further discussion on this in the 'methods' below).
Within BP the understanding of the therapeutic relationship has evolved over the last 20 years. Inspired by Guggenbuhl-Craig (1971) , Soth (2009) elaborated on the concept of the wounded healer and embraced, from analytical psychology, the idea that both client and therapist were changed by the therapeutic process; a concept also highly influential within DMP theory and practice. And similar to DMP, BP took on influences from Gestalt therapy (Perls, Hefferline & Goodman, 1951) , which enabled body psychotherapists to revisit Reich's ideas about contact between therapist and client (Boadella, 1987 , Rosenberg, Rand & Asay, 1985 .
Shifting away from the 'I-thou' relationship, Karkou and Sanderson (2006) argue that in DMP the transferential relationship (Clarkson, 1994) can be a relevant relationship with which to engage taking various forms. For example, it can involve a client developing transferential responses to a particular movement or dance in which they were engaged. The psychotherapist may respond to a particular dance created by the client countertransferentially. This offers the possibility to expand a dyadic transference to a triangular formation. When a dance is not co-created, the client may be the creator of a particular movement/dance as is the case with authentic movement (Payne, 2006c; Adler, 2002; Whitehouse, 1979) for example, encouraging transferential material to surface in the presence of the psychotherapist as a witness.
Within BP transferential dynamics are often thought about, including projective identification (Boadella, 1982 , Soth 2009 , Warnecke, 2009 ). Interestingly both fields discuss the relevance of somatic transference and counter-transference. In BP, Westland (2015a) refers to somatic resonance and reaction, while in DMP, Dosamantes-Beaudry (2007), Lewis (1992) and Meekums (2008) explore these concepts with diverse client populations.
Whilst there are multiple therapeutic aspects that contribute to change and healing, it is now recognised that change also happens through transforming implicit memories at nonconscious levels (Lyons-Ruth, 1998; Marks-Tarlow, 2013; Schore, 2011; Stern, 2004) . In tandem with this is the recognition that relational problems stemming from early insecure and traumatic attachments (prior to spoken language) require more than formulaic interactions. What is critical for change is "...how to implicitly and subjectively be with the patient...." (Schore, 2011, pp. 94-95, emphasis in original) . Both BP and DMP would concur with these statements.
Both BP and DMP have also drawn upon concepts relating to intersubjectivity and attunement stemming from infant development research such as Stern (1985) concerned with the infant's interconnected perceptual, affective, and motoric strategies. Trevarthan's (2005) research on proto-conversations and musicality between parent and infant, and Beebe and Lachman (2002; on the dyadic systems creating connections between infant research and therapeutic experiences also underpin both practices.
Since the 1980s BP in the UK has engaged with attachment theories and psychodynamic ideas. Soth (1994) and Boadella (1997b) observed that therapeutic interactions are intersubjective at their core. Other BPs reached analogous conclusions through the influence of Buddhist psychology, and concluded that humans are interconnected (Ogden et al, 2006; Westland, 2015a) .
Although body psychotherapists refer to the medical model less nowadays, remnants of it abide when, for example, psychotherapists describe doing bodywork. Soth (2009) challenged this medical thinking and the pitfalls of interactions intending to remediate clients' pathology, which, often inadvertently, replicated the body-mind splits practitioners were seeking to re-dress. Rare references to such ways of relating can be found in DMP, even where DMP is practised in hospitals with models coined as medical DMP to reflect this type of work (Goodill 2005; Serlin 2000) .
The BP therapeutic relationship is described as collaborative (Westland, 2015a) and engaging the co-operation of the unconscious (Kurtz, 1990 (Kurtz, , 2015 with an intention of non-violence and loving presence. Westland (2015a) describes the significance of establishing safety and bringing qualities of clarity, compassion and spaciousness to the therapeutic dyad. Staying with the theme of complexity and the multi-layered dimensions of BP, Boadella reminds us to look "beyond the psychodynamic level of the therapeutic relationship, important as it is..." and of the developmental, the real, the energetic, the imaginal and the contractual relationships, and "beyond all that, there is the silent being-together at an almost meditative level of tuning in,...a genuine tuning in of the heart" (Boadella, 2015, pp. 202-203) .
Contemporary BP describes a mutual relationship of client and psychotherapist, uniquely cocreated in a moment by moment body-in-process dialogue at multiple and simultaneous levels of consciousness, which includes the transference relationship (Warnecke, 2011) . Relational BP describes therapeutic relationships in terms of two person rather one person relating (Rolef Ben-Shahar, 2014) and, as psychotherapist and client interact with each other, "a third shared reality is born" (Totton, 2014, p. 44 ), a co-created "entity which assumes certain autonomic characteristics" (Rolef Ben-Shahar, 2014, p. 102) . This is not to be confused with thirdness as referred to in the psychoanalytic 'third'.
Within the multiplicity of therapeutic relationships possible with BP, Carroll (2005) argues the importance of the rhythms of relating in which contact occurs. The idea of rhythm, familiar in DMP not only metaphorically but also literally, can be a very important common way to conceptualise how an embodied therapeutic relationship can develop and change during the course of therapy. Engaging in this 'dance' and being aware of when and how rhythms change (or when the therapist and the client are out of synch) can be potentially relevant and useful ways of thinking about therapeutic relationships in both modalities.
Theoretical foundations
Current DMP practice draws upon significant artistic/creative and developmental aspects that stem from Laban and his students (Payne, 1990; 2006b; Karkou & Sanderson, 2006; Zubala & Karkou, 2014) as well as employing Laban Movement Analysis.
Furthermore, it draws upon diverse influences, creating unique but recognizable practices that fall under particular psychotherapeutic frameworks. In a recent survey of practitioners, psychoanalytic/psychodynamic frameworks (Bowlby, 1969; Freud, 1953; Jung, 1990; Klein, 1975; Winnicott, 1971) are the most popular influencers when dance movement psychotherapists reflect on their practice. Within clinical sessions, they also draw heavily upon humanistic psychology including person-centred therapy (Rogers, 1951) and Gestalt therapy (ibid). Feldman (2016) for example, makes connections between BP and DMP from a Gestalt therapy perspective, while Karkou and Sanderson (2006) argue that the model of Chace (Chaiklin & Schmais, 1986 ) falls neatly under a humanistic rationale. Eclectic and integrative psychotherapeutic frames (Abram, 1992; Garfield, 1980 , Thorne, 1967 are also employed (Karkou & Sanderson, 2006; Payne, 1994; Zubala & Karkou, 2014) . Integrative models in particular lend themselves readily to the field as documented by Payne (1992; 2006b ) and Karkou and Sanderson (2006) . Behavioural ideas, especially learning theory (Skinner, 1953) are employed as presented by, for example, North (1972) , and in Karkou & Sanderson, (2006) . Influences from postmodern approaches to psychotherapy such as social constructionism (McNamee & Gergen, 1992) and narrative therapy (White & Epston, 1990 ) can be found in contemporary DMP practice, for example, Allegranti (2011) .
Comparably, contemporary BP has grown since its initial development. Reich's (1949) observation of the build-up of psycho-physiological tension which formed the basis for his groundbreaking theories on character, muscular armouring and sexuality. In the 1970s, Reich's (1949) understanding of inhibiting or binding dynamics and catharsis for selfexpression in the therapeutic relationship expanded to also include the formative and selforganizing principles of bodymind.
Thus BP has been reformulated as a gradual re-organization of the bodymind arising out of the dynamics between client and psychotherapist (Carroll, 2005; Ogden et al., 2006; Weiss, Johanson & Monda, 2015) . Alongside the recognition that self and ego functions rely heavily on complex sensory motor organization (Boadella, 1992; 1997a, Boyesen; , Keleman, 1985 Stauffer, 2010) . Insights from perinatal and infant development paved the way for the recognition that hypo-tone (Boadella, 1987; Holm-Brantbjerg, 2015 , Marcher & Fich, 2010 can be as limiting as excessive restrictive (hyper-tone) armoring patterns. This recognition has been taken into work with traumatised clients (Rothschild, 2000) .
From the 1990s, DMP and BP have been revised in the light of advances in the understanding of infant development and how change occurs (Beebe & Lachmann, 2002 Stern, 1985) . A number of associated fields of cognitive/neuropsychological sciences (Damasio, 1994; Schore, 1994) inform key theoretical and clinical assumptions and principles as well the modes of therapeutic action in both DMP and BP.
These advances have impacted not only BP and DMP, but led to revisions and new developments in psychoanalysis which have enabled some rapprochement between BP and psychoanalysis, especially, when BP entered into dialogue with relational psychotherapy (Mitchell, 1988) . Body psychotherapists contributing to the relational discourse include Totton (1998 Totton ( , 2014 ; Warnecke (2009 Warnecke ( , 2011 .
Likewise, DMP has maintained a strong connection to psychoanalytic/psychodynamic thinking and publications discuss intersubjective aspects of the work (Samaritter, 2015) .
Furthermore, Chace's widely used interactive approach from the USA, has been revisited for particular contributions that this approach makes to intersubjective experiences in groups.
Additional links between DMP and relational psychoanalysis have not, as yet, been explored. This may be an interesting area for dance movement psychotherapists to consider as a future theoretical development.
Techniques and Methods
In DMP methods are often employed within groups although for complex clients such as those with autism or profound learning difficulties individual sessions may be indicated. Group methods include the Chacian circle (Chaiklin & Schmais, 1986) and methods that follow behavioural principles that have emerged from dance practices. Chace's interactive way of working encourages the use of mirroring, rhythm, synchronous movement, symbolic movement together in a group, often within a circle formation usually with music. After the therapist has led for a while they invite members of the group to take the leadership while the group reflects the leader's movement. The movement content is improvisatory and the work tends to be interpersonal and collaborative (Wengrower, 2009) .
In individual sessions when the psychotherapist mirrors the client's movement, s/he often uses improvised movement responses. Kinaesthetic empathic responsiveness to a client's movement repertoire is essential to developing a therapeutic alliance (Samaritter & Payne, 2013) . Synchronous, effortful movement together nurtures the embodied relationship (Tarr, Launay, Cohen & Dunbar, 2015) and provides the therapist with a body felt-sense of the client's actions, emotions and sensory experiences facilitated by mirror neurones and embodied simulation (Berrol, 2006; Gallese & Sinigaglia, 2011) . Attunement (connecting in rhythm) and adjustment (connecting in shape) can be part of the experience of mirroring (Kestenberg-Amighi; Loman, Lewis, Sossin, 1999) . This could develop into non-verbal dialogues which can be followed enabling explorations and working through of clients' presenting issues (Meekums, Karkou & Nelson, 2015) .
Psychodynamically informed DMP may focus on the biographical history of the client/s attending to conflicts and aiming to achieve insights (Penfield, 2006; Karkou & Sanderson, 2006; Siegel, 1984) . Others may use practices developed from authentic movement. Whether practicing in a group or individually encouraging kinaesthetic awareness, working with polarities, celebrating active imagination within the body experience, moving and witnessing within a therapeutic relationship is always informed by embodied presence (Payne 2006c ).
The therapist might invite the client to explore/expand on a movement noticed by the therapist, perhaps amplifying or contrasting it, with eyes closed, either in a movement space or chair.
This can involve connections to the client's history in therapy, or before it, and give a different perspective or validate the client's embodied experience. Sherborne's (2001) developmental movement activities, derived from Laban dance, for example, are often used to support development as are methods stemming from Kestenberg movement profiling (KestenbergAmighi, et al; and Bartenieff and Lewis (1980) . Directive methods are in common usage within DMP practice in the UK as developed within the context of school-based Laban-informed creative dance practice (Eke & Gent, 2010; Karkou & Sanderson, 2006) . Within school environments, developmentally-appropriate tasks and experiences can also be offered as opportunities for clients to revisit earlier developmental stages and/or progress to the next developmental milestone (Bannerman-Haig, 2006) .
Modern approaches to DMP practice may use choreographic structures and devices found in postmodern dance and psychotherapy. For example, practitioners may focus on mininarratives, relying on local meaning and encouraging change through interrupting existing fixed stories and power relationships (Karkou & Lycouris, 2011) . Next to them, tools such as role playing, the creative use of props and the use of other artistic media including music and visual arts are often used within DMP practice, serving particular psychotherapeutic purposes (such as transitional objects) appropriate to the individual, relevant to the relationship and specific to the issues addressed and the overall needs of the clients.
BP consists of numerous forms and this plurality is particularly apparent when looking at methodologies and psychotherapeutic techniques, many of which are specific to the particular form of BP that developed them. BP techniques are intended as vehicles for exploration (Boening, Southwell & Westland, 2012) . They aim to reveal the psychobiological relational dynamic(s) of the client-therapist dyad. Body psychotherapists will commonly adapt techniques to the individual client and pay particular attention to the continuum of involuntary and voluntary motor activities (such as a little more or a little less).
Three realms of relating to the body of the client can be distinguished in BP:
1. Being with, with attention, presence and attunement to self and other (Kurtz, 2015) .
2. Observing what is experienced, articulating observations and inviting a client to explore and experience phenomena that have caught the attention of the psychotherapists, for example, explorations of internal embodied experience and movement (Sletvold, 2014) .
3. Bodily activities may focus on sensory-motor, respiration, and tactile contact experiences (both self-contact and interpersonal contact) or invite free association of the body found in Vegetotherapy (Boyesen, 2006) Of particular importance is the perceptual-sensual awakening potential of movement and the depth and intensity of insight it may afford. Movements and respiration may be utilized to intensify sensory perception and help a client to connect to their immediate experience (Warnecke, 2012) . Methods may be chosen as access points for the exploration of domains of experience, either well developed or under-developed aspects of a client, which are revealed in the therapeutic relationship. Nolan (2012) has mapped five modes of experience and function; body sensations, emotions, cognition, imagination and motor activity. These indicate intrapersonal and interpersonal possibilities and limitations. Thus the imagination and imagery may be employed with clients who connect with images, but their jointly created repertoire extend gradually to include more of the other modes.
BP uses symbolic aspects of embodiment; a client's dreams or spoken narratives may contain body-based elements to attend to. Likewise, objects such as strings, chairs, cushions or objects may get assigned symbolic meaning to deepen experiences and creatively explore them, often through play and make believe.
BP has an array of active methods such as grounding exercises, exercises to develop body awareness and exaggerating a movement or gesture to amplify feelings, and resistance exercises to strengthen a sense of self. Contact through touch, and including biodynamic massage is also included as well as the use of creative media such as the use of art materials to communicate and express the client's inner world. However, a technique learned in training over time becomes a honed skill after repeated practice and experience (Kurtz, 1990) . These skills become embedded in the being of the psychotherapist and emerge intuitively and spontaneously in interactions with clients (Westland, 2015a) . Some of the above BP methods are similar to, and in some cases central to, DMP practice such as grounding, breathing and centering exercises, creative media, symbolic work, imagery, use of space and the role of dreams. Others, like touch, may be more widely used within BP (Asheri, 2009; Westland, 2015b) than in DMP. However, there are a number of practitioners within the DMP discipline who bring touch into their practice due to other training, for example, in contact improvisation (Paxton, 2008) , massage or Body-Mind Centering® (Bainbridge-Cohen, 2012) . It would be also fair to say that in DMP practice, theoretical principles, client needs and the type of relationship between the therapist and the client determine what takes place in the session which certainly parallels BP practice.
Conclusion
From the evidence above it is apparent that BP and DMP employ a compatible and often overlapping psycho-physiological understanding of the human organism and the deeply personal realm of the individual. BP and DMP theories of psychological change appear correspondingly attuned. It is equally evident however, that both therapeutic fields carry distinct and significant differences that cannot be ignored, in practice they look and feel very different. This article has focused on comparisons and similarities between DMP and BP.
Further work is required to sharpen the differences between the two professions. This will be the topic of a future article. Further discussion around this topic and empirical studies emerging from curiosity about the associated but distinctive practices can only inform, strengthen and enrich the two fields. On the one hand professional boundaries remain intact, while on the other practice is advanced and clients receive the benefits of well-informed embodied approaches.
